Relapseis a central problemin the treatment of addictivebehaviour,and a specificproblem in the out-patient treatment of the opiate withdrawal syndrome. This study investigated factors associated with relapseamong 42 opiate addicts receiving out-patient detoxification treatment at a London drug-dependence clinic. All subjects completed a questionnaire about their social, psychological,and environmentalcircumstancesin the week before interview, and were interviewed within the first two weeks of the programme. also reported that the majority of lapses among a group of treated heroin addicts occurred in the company of drug takers or in a social context related to drug taking. In a further study of this group of heroin addicts, it was found that the three most common factors associated with relapse were cogrntions, negative mood states, and external (including interpersonal)events (Bradleyeta!, 1989). In other studies, antecedents to lapse have been found to include subjective experiences of â€˜¿ urge' (sudden impulse to engage in an act) and â€˜¿ craving' (a desire to experience the effects of a substance) (Heather & Stallard, 1989).
The problem of relapse is central to our under standing of the addictions, and the study of the process of relapse is of importance in all forms of addictive behaviour (Gossop, 1989) . A large proportion of people who have been treated for problems of addictive behaviour tend to return to that behaviour shortly after leaving treatment. This has been found for alcoholics, heroin addicts, and cigarette smokers ( of patients with a variety of addictive types of behaviour, Cummings et al (1980) found that most lapses were related to negative emotional states, social pressure, and interpersonal conflicts. The importance of the social context has also been noted by Westermeyer (1989) , who found that such interpersonal factors as arguments and loss of socially supportive relationships were likely to increase the chances of relapse. Gossop eta! (1989) also reported that the majority of lapses among a group of treated heroin addicts occurred in the company of drug takers or in a social context related to drug taking. In a further study of this group of heroin addicts, it was found that the three most common factors associated with relapse were cogrntions, negative mood states, and external (including interpersonal)events (Bradleyeta!, 1989). In other studies, antecedents to lapse have been found to include subjective experiences of â€˜¿ urge' (sudden impulse to engage in an act) and â€˜¿ craving' (a desire to experience the effects of a substance) (Heather & Stallard, 1989).
In the UK, as in many other countries, the out patient detoxification of opiate addicts is widely used as part of the national treatment response. However, the success rate for such programmes is poor. Many of the opiate addicts who receive out-patient detoxification programmes fail to complete treatment. Gossop et a! (1986) found that only 17% of the patients receiving such treatment at a London drug clinic achieved abstinence, compared with 8lÂ°loof a comparable in-patient sample. Frequently the failure of out-patients is due to their abuse of heroin or other opiates during the withdrawal phase. Since out-patient withdrawal is likely to remain a significant part of national responses for some time, it is important to under stand the reasons for treatment failure, in order to deal more effectively with this problem.
The present study investigated the social, psycho logical, and environmental circumstances of a group of opiate addicts in an out-patient treatment programme. Specifically the study aimed to identify the factors associated with â€˜¿ treatment failure', in the sense of lapses to illicit opiate use during detoxification. The study examined whether the presence of certain drug-relatedcues, experiences of negative and positive mood states, urges to use drugs, and interpersonal difficulties are more frequent among those who lapse to opiate use during treatment.
Method
All subjects were opiate addicts receiving out-patient detoxification during three months in 1990, at the Drug All subjects were dependent upon opiates as determined byself-reported historyof opialeuseandclinical examination, and confirmed by urine testing. Patients received a detoxification treatmentwith oral methadone administered in gradually reducing doses. The duration of the detoxi fication programmes varied between six and eight weeks.
Subjects were asked to complete a 14-item questionnaire describingthe numberoftimes certaineventshad occurred in the previous week. Subjects responded to each item on a four-point scale: not at all; once; more than once but less than daily; and once or more each day. These were scored 0, 1, 2, and 3 respectively.The questionnaire is directly derived from the instrument used by Heather & Stallard (1989). Subjects were asked to indicate how frequently during the last week they had experienced the following things: (1) I felt sad; (2)1 was suffering from withdrawal symptoms; (3) I was offered drugs; (4)1 spent long periods alone; (5) I felt unwell but not because of withdrawal; (6) I felt bored; (7) I met people who are users; (8) I was in a good mood and felt like getting high; (9)! felt tempted to use out of the blue; (10)1 felt angry, tense/frustrated about my relationship with someone; (11) I went looking for a drug-using area; (12) I felt anxious/tense/frustrated becausethingswerenot goingmyway;(13)!waswithothers having a good time and we felt like getting high together; (14) 1 saw someone else use or saw drugs and felt I had to use.
Results
Forty-two patients (25 men, 17 women) were interviewed.
The meanageof the groupwas32.8years;eight(19%)were aged 40 years or more. Twenty-four (57%) of the group wereunemployedand 18employed.Theaveragelengthof illicit opiate use was 12.8 years (range 1â€"42 years). The primary drug of dependence was heroin for 30 subjects (71%). Two subjects were dependent upon both heroin and methadone, and seven subjects were dependent upon methadone. Three subjects were dependent upon other opiates. The most common route of drug use was by injection (30 subjects); three used drugs orally (methadone preparations), and nine used heroin by â€˜¿ chasing the dragon' (inhaling vapour) (cf. Gossop et a!, 1988) .
The mean dose of methadoneprescribedat the start of the programme was 53.8 mg (range 20â€"90mg; median dose 50mg). Subjects were interviewed within the first two weeks of starting detoxification, using a self-report questionnaire.
At the time of interview, there had been a mean reduction of about 12 mg. The average dose of methadone being prescribed at interview was 41.5 mg.
Seventeen subjects (40%) reported that they had used opiates other than their prescribedmethadone in the week before the interview. Evidence of opiate use was confirmed by the analysis of urine specimens collected from all subjects at interview.All non-lapsed subjects showed methadone only in their urine. Ten of the 17 lapsed subjects had urine resultswhichshowedthe presenceof morphinemetabolites, and the urine of seven subjects showed traces of methadone only. For these seven subjects the absence of morphine metabolites may be due to the abuse of heroin having occurred three or more days before the collection of the Comparisons of the two groups were also conducted using more specific categorisation of items to reflect: mood (items 1, 6, 8, 12), feeling unwell (items 2, 5), drug-related cues (items 3, 9, 11, 14) , and social and interpersonal interactions (items 4, 7, 10, 13)( This high relapse rate had occurred within the first two weeks of the withdrawal programme and after only a small dose reduction (54 mg to 41.5 mg). Two sorts of factors were found to be associated with lapses to illicit opiate use. These were inter personal factors and drug-related cues. Other studies have also found that interpersonal factors play an It should be noted that the present study dichotomises subjects according to â€˜¿ lapse' or â€˜¿ non lapse' to opiate use in the week before interview. The non-lapsed subjects should not be regarded as treatment â€˜¿ successes'. Although this study cannot demonstrate periodic changes in drug use in non lapsers, on the basis of previous studies, it could be expected that many of the non-lapsed group would themselves subsequently lapse. It is, therefore, of considerable interest to note that there were several features of our results which suggest that the entire group described a number of factors which could be expected to put them at risk of relapse.
For example, although the lapsed subjects had reported being in contact with more drug-related cues, it is striking that most of the sample were in contact with other drug takers. Thirty-three (79%) of the sample had met other drug users during the previous week, and 9(21%) had met drug users every day. In addition, 26(62%) had been offered drugs on at least one occasion during the previous week, and 6 (14%) had been offered drugs every day.
Under such circumstances, the likelihood of a lapse to drug taking must be massively increased for even the most strongly motivated patient. But the results indicate that there are further pressures towards relapse. Eighteen subjects (43%) reported having felt sad every day during the past week. Twenty (48%) reported feeling bored either every day or most days, and 21 (50%) said that they often felt tense or anxious. Several studies have found that negative mood states are associated with relapse (Cummings 1989) . Shiffman (1989) and Meyer (1989) have suggested that such negative mood states could be seen as chronic background factors which increase the likelihood of relapse when coupled with some specific relapse precipitant. difference between the groups on those items related to mood states or feeling unwell.
Lapsers differed from non-lapsers on two items: item 11, â€˜¿ I went looking for a drug-usingarea' (t=3.38, P<0.01), and item 14â€˜¿ I saw someoneelseuse or saw drugs and felt I had to use' (t= 2.78, P<0.05). In addition, there were two items on which the differencesbetweenthe groupswere observed at a marginal level of statistical significance: items 9 and 10, feeling tempted to use â€˜¿ out of the blue', and feeling tense and frustrated in a social relationship (t= 1. 69, P=0.09; and t= 1.80, P=0.08, respectively) .
There was a tendency for lapsed subjects to be younger (30.8 years v. 34.5 years, t= 1.77, P=0.08). There were no differencesbetweenlapsersand non-lapsersin startingdose of methadone (51.2mg v. 55.4mg, t=0.53, P=O.60) , length of opiate use (10.7 years v. 142 years, t= 1.32, P=0.19), or employment status (x2=0). Nor was there any difference in sex distribution between the lapsed and non-lapsed groups @ = 0.16). However, sex differences were found for responses to items 2, 4 and 5 â€"¿ all intra personal determinants. Men reported more frequent with drawal symptoms and feeling generally unwell (items 2, 5,
P<zO.05), andspendinglongperiodsalone(item4, P<0.01).
Meeting drug users (item 7) and being offered drugs (item 3) were commonly reported; 33 (79%) of the sample had met drugusersin the previousweek, and 26(62%) had been offered drugs at least once in the previous week. Negative mood states (items 1, 6 and 12) were also common: 33 subjects (79%) reported having felt sad at least once in the previous week, and 18 (43%) had felt sad every day; 20 subjects (48Â°lo) reported that most days or every day they felt bored; and 21 (50%) tense or anxious because things were not going well. Consistent with these findings was that the link between drug use and positive mood states was less common: 26(62%) stated that at no time during the week had they felt liketaking drugs becausethey werein a good mood (item 8), and 29 (70%) reported they had not felt like using because of being with others and having a good time (item 13). It was also uncommon for subjects to report feeling tempted to use â€˜¿ out of the blue': 25(60%) reported that they had had no such feelings in the previous week.
On item 2, 16(38%) of the subjectsreportedthatthey had experienced no withdrawal symptoms; 13 (31%) reported symptoms on only one occasion; 7 (17%) reported with drawal symptoms more than once but less than daily; and 6(14%) reported having had withdrawal symptoms every day. On item 5, 15(36%) subjects reported that they had not felt unwell for reasons unrelated to withdrawal; 10 (24Â°lo)reported feeling unwell on one occasion; 11(26%) felt unwell more than once, and 6 (14%) felt unwell every day during the previous week. There was no correlation (r= â€"¿ 0.08) between items 2 and 5 (suffering from withdrawal symptoms, and feeling unwell but not because of withdrawal), indicating that opiate misusers can dis tinguish opiate withdrawal symptoms from other medical and physical symptoms.
Discussion
As in other investigations of out-patient detoxification (Gossop et a!, 1986) , many patients in this study Another problem that confronted many of our subjects was feeling unwell. Although a gradual methadone-reduction schedule reduces the intensity of withdrawal symptoms to a moderate level, it does not remove them altogether (Strang & Gossop, 1990; Gossop & Strang, 1991) . Although only 6 (14Â°lo) of our sample complained of withdrawal symptoms every day, almost two-thirds had experienced some withdrawal discomfort during the previous week. In addition, many of the subjects also had other health problems (unrelated to withdrawal) which led them to feel unwell. However, in view of the central role often given to withdrawal symptoms as a specific relapse precipitant, it is interesting that withdrawal symptoms were not reported more often by those addicts who had lapsed in the previous week, although it must also be noted that reduction in methadone during the period examined was small. It is possible that feeling unwell, whether because of general health problems or more particularly because of withdrawal symptoms, may act in a similar way to negative mood states. Although these effects may not have a directly causal effect, they may act as chronic background factors which decrease resistance to other more specific relapse precipitants.
it is clear, therefore, that our subjects encountered a variety of different factors which could have acted as precipitants of relapse. They reported high frequencies of feeling sad, bored, tense and anxious; they often felt unwell both because of withdrawal symptoms and because of other health problems. They regularly met other drug takers and a startlingly high percentage (62%) had actually been offered illicit drugs during the previous week. Not surprisingly, many of them had already lapsed at the time of the interview, and the things that were more often described by the lapsed subjects were drug-related cues and interpersonal events (e.g. being offered drugs, seeing someone else use drugs and feeling urge to use, meeting other drug users, enjoying being with others and wanting to get high). Drug-related cues and pressures to use are frequently described by our subjects, and lapse to the abuse of opiates was also concomitantly described. If an out-patient detoxification programme, or, indeed, any other out-patient treatment programme for opiate addicts, is to achieve good results, specific measures need to be developed against these problems.
This will not be easy. Out-patient services for opiate addicts are busy, and the time and resources available for each patient are limited. This is especially true when these are compared with the powerful and ubiquitous forces that push the person towards drug use. If the effectiveness of out-patient detoxification is to be improved, treatment should develop and strengthen addicts' repertoires of coping responses, to support them in their attempts to change.
